The Use of Rest as a Therapeutic Measure The dangers of rest are well known; Mark Twain points out how many more people die in their beds than when travelling by train. "Don't take any more chances on those beds", he says, "the rail-roads are good enough for me."
rest of the body. The evil effect of exercise in tuberculosis is shown by the rise in temperature which will follow a moderate walk, if the disease is active.
When I first worked at Brompton as a house physician we paid great attention to the value of prolonged periods of rest in bed. With prolonged periods of rest in bed, sometimes for a year, as good or better results were seen in some cases of advanced and extensive tuberculosis as can now be obtained by the use of antibiotics and chemotherapy.
After the first world war artificial pneumothorax became generally used in suitable cases, and this.
proved an enormous step forward in curing the diseased lung by rest alone. The first thoracoplasty performed at Brompton was, I believe, on one of my patients. Since thenr many modifications have been made in the operation.
Even with the best results a less perfect degree of collapse of the lung is obtained with a thoracoplasty than with a good pneumothorax. But a disturbing feature in the treatment of pulmonary tuberculosis, as the result of these extensive operations on the chest, has been the introduction of all kinds of limb and body exercises.
There is always much more of the lungs affected by tuberculosis than is shown by X-ray examination, and to subject such lungs to forced movements by breathing exercises involves the risk of activating these latent foci. It is possible that the spread of tuberculosis in the other lung, which sometimesfollows thoracoplasty, is due to the post-operative exercises, rather than to an inhalation or bronchogenic transfer of infected material. It may, Qf course, be argued that these exercises would not be universally practised if this risk were a real one. I suspect that the surgeons themselves are not too happy about this procedure, for when the patient has been put through this course of therapeutic gymnastics, and when he has, as they say, "cleared his chest", he is put back to bed rest for a further period of weeks or months. Rest and be saved is the motto which should be put in each patient's room.
MAR.
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Sciatica.-Until towards the end of the 1930s, sciatica was usually treated by various forms of physiotherapy-passive movements, stretching the nerve, Vichy douche, Aix douche, massage under water and on the slab, foam baths, mud baths, ionization, infra-red, radiant heat, diathermy, or shortwave therapy.
If the patient is subjected to each and all of these the sciatica, as is only to be expected, becomes more and more acute. The patient arrives at the spa ambulant, he returns recumbent.
It seems to me to be good sense to rest an acutely inflamed or irritated structure, and, when later it was discovered, or thought to be discovered, that many cases of sciatica were due to a prolapsed ,disc, the enthusiasm for the various forms of treatment I have enumerated, curiously waned, and the wisdom of giving rest to the back and leg was appreciated. Rheumatoid arthritis.-How much harm has been done and how much suffering caused by physical treatments? In subdeltoid bursitis, for instance, which may occur as a part of infective arthritis, the treatment often recommended is active and passive movement, under the deluded idea that if the joint is not exercised and moved adhesions will form. Actually the converse is true. The passive movements cause excruciating agony, the patient nearly swoons, and rest or sleep at night is prevented by the subsequent increase in pain. The temperature rises, and adhesions later form, which prevent full movement of the joint.
There is one exception I would make to the use of physical treatment,-and that is for deep X-rays. These, combined with rest for the joint, give the best results for subdeltoid bursitis.
In the treatment of rheumatoid arthritis rest in bed for several months is of the greatest importance. The patient is often unwilling to take to his bed-he struggles on with his work as onejoint after another becomes affected. There is never a let-up in the pain, which continues relentlessly by day and by night, unless the joints are immobilized.
After having his septic foci removed, the patient may be sent by his doctor, in conformity with popular opinion, to a spa for treatment. He is there subjected to massage, to colonic washouts, with the beneficient waters in which the spa specializes, to baths, to water squirted under high pressure from a wide-bored hose-pipe on to his swollen wrists, as he flounders helplessly in a deep pool. After each treatment the wrists become more swollen and painful. The effort of undressing and dressing, when practically every joint in the body, except the spine and hips, is involved, is fatiguing in the extreme. The patient is exhausted by the profuse sweating which takes place when he is "packed up" in blankets after the bath, he loses weight and becomes progressively weaker and more despondent. Eventually the doctor tells him that his case is unsuitable for spa treatment, or that his heart is too weak, and advises him to go home, go to bed, and stay there for several months.
It is only after taking to bed completely after several months of partial activity and of various forms of physiotherapy that the patient begins to improve.
Rest on splints is very important for the affected joints in rheumatoid arthritis, both in the acute and subacute stages. Exercise is followed by swelling, increase of pain, rise of temperature and further limitation of movement.
The splints should be removed for a few hours each day, during which the patient moves the joints gently without causing a lasting increase of pain.
In my hospital work I have found that it may be necessary to keep a patient with rheumatoid arthritis in bed in hospital for p,eriods up to eighteen months. I have seen excellent results follow such treatment, the patient being able to return to his work, with full movements in all joints. And, in conclusion, we are told now that exercise and worry result in obesity. If, therefore, you wish to get thin, go to bed and let your mind be at rest.
Professor C. A. Wells: Rest-Its Use and Abuse
In a changing world we must adapt our ideas to changing circumstances. For example I might snention the role of sympathectomy in angina of effort. This operation abolishes or modifies the pain which calls for rest-or does it?
In tuberculosis, the introduction of effective chemotherapy (in its broadest sense) has tended to emphasize the importance of rest and the sanatorium regime, but this is partly because of the need to have patients under observation whilst the rather tricky therapeutic regime is carried out. Local rest in bone and joint tuberculosis, introduced by Hugh Owen Thomas remains substantially unchanged and some form of mechanical restraint is the rule. However, Rollier, in Leysin, who has given sun-worship the fervour of an orthodox religion, nurses his spinal caries lying on their faces without mechanical restraint. This leads to striking development of the erector spinx muscles, giving active support to the diseased area in optimal position. I have never understood why this method which subtly combines rest with exercise, has not gained more general acceptance. I regularly recommend it for the prophylaxis and treatment of prolapsed disc-but as I seldom see these cases, nobody takes much notice! In orthopedic practice the treatment of fractures and sprains aims at precisely this combination of rest with exercise. A fractured scaphoid is rested by complete fixation of the wrist in dorsiflexion: 2 but the fingers move freely and the tendons play busily over the wrist-joint. Months of fixation in plaster cause no disability. If the fingers are too straight in the plaster or cannot move well, disaster may result; the hand may be so "frozen" as never again to be useful.
The care offracture of the spine with paraplegia.-Frank Holdsworth has shown that in the majority of such cases the nervous lesion is in the cauda equina which can recover if rested and not subjected to repeated trauma. Active intervention for the fixation of the fracture dislocation by plates clamped together across the spinous processes protects the cauda equina. It also enables one to rest the pressure points of the skin by two-hourly movement of the patient from side to side. Thus by the most vigorous treatment, true local rest is assured. Suitable cases (the majority), adequately treated, develop no sores and can leave hospital in less than a year with a great deal of recovery.
I well remember, three years ago, asking Dr. L. Guttmann of the Stoke Mandeville Spinal Centre to come to Liverpool to see a patient about whom I had been consulted. The man was dying from enormous pressure sores, having barely escaped death from peritonitis. Dr. Guttmann said he must be turned hourly or, at least, two-hourly-both day and night-regardless of whether he was sleeping or not. We carried out these instructions and other suggestions and the patient recovered. We had great difficulty, however, in justifying to both him and his family, the need for this apparently ruthless interruption of his proper "rest". This is another example of the difficulty we may have in distinguishing between activity (in this case general) and rest (in this case local to the necrotic areas).
Tuberculosis.-In the treatment of pulmonary disease in recent years there has been a shift towards excision of the whole or part of a lung. For a long time however, rest, through what is broadly termed collapse therapy, has held pride of place in surgical treatment and probably still does. The results have certainly been well worth while and afford yet another example of local rest in surgical practice. The inability to afford rest to the kidney has been held to be one of the main reasons why renal tuberculosis, once established, never heals. Here again, resection is being employed more and more.
Possibly the best example of the discarding of a firmly established technique of rest is the throwing overboard of the Fowler position. This time-honoured feature of after-treatment was already on its way out before the antibiotics lessened the cogency of the reasoning on which it was based, namely the localization of peritonitis to the pelvis. The fear of deep venous thrombosis was probably the most powerful argument against the Fowler position. The comfortable propping up in bed of our nursinghome patients was probably the biggest single cause of the high incidence of pulmonary embolism in private surgical practice. For twenty years now I have used a post-operative regime of posture and exercises designed to lessen the incidence of this dreaded accident. From the day of operation, my patients are, for ten minutes daily, placed flat, without a pillow, and preferably with the foot of the bed raised. Active and passive movement, especially of the legs and feet and deep breathing under the supervision of the physiotherapist are carried out. This activity should serve to empty the veins and lessen the risk of thrombosis and embolism. I believe it does so.
Early anibulation.-In my own practice, patients are usually got up from bed the day following operation, in all but the very biggest procedures and often even in these also. The old bed-pan gives way to the thunder box-unnecessary invalidism is avoided and, at the end of ten to fourteen days, the convalescent walks out, dressed and carrying his own suit-case-this at a moment at which, a few years back, the more daring of us were wont to allow our patients to sit up in a chair for the first time. The avoidance of the invalidism of bedfastness is invaluable and is a direct negation of the old policy of prolonged rest. Ambulation alone, however, does not prevent thrombosis and embolism. The slow movement of dependent legs in the first day or two is not enough to prevent stasis and thrombosis. Bed exercises such as I have described are still necessary.
Very recently a new approach through anesthesia is opening up a new prospect. By giving the new drug, chlorpromazine hydrochloride, which puts the heat-regulating mechanism out of action, we are able to cool the body down with ice-packs and exposure to a rectal temperature of 30°C. or less. This effect comes into operation before the anaesthetic is begun and continues for at least twenty-four hours after the patient is returned to the ward from the theatre. There is a state of profoundly diminished sensitivity surpassing sleep and subsequent amnesia, such that when he awakens it may be difficult to convince the patient that he has had his operation, even though this may have been a marathon procedure occupying several hours. During the period of hibernation (so-called) the consumption of oxygen and of anesthetic drugs is remarkably low, and the blood pressure falls to the region of 60 mm.Hg systolic. Despite the low pressure and small oxygen consumption, at these low temperatures cerebral and renal damage do not occur; anemia is well tolerated as also is further severe blood loss.
At the lowest temperatures, in cardiac surgery, the circulation may be completely arrested for several minutes without serious consequences. In this state of almost suspended animation all the manifestations of "shock" seem to be dulled. The coagulability of the blood is lowered, hemorrhage is a little difficult to control and, presumably, the risk of thrombosis is greatly lowered. It is this last point which led me to mention this subject, but it does also serve to illustrate the way in which we may be swung from the practices of a lifetime-preservation of warmth, maintenance of blood pressure and so forth-to exactly contrary procedures.
Some preliminary observations which one of my research students has made on the electrolyte levels, during and after operation in hibernation, suggest that the shifts of sodium and potassium ordinarily observed in relation to surgery, may be modified. Of course, one of the known features of the post-operative period is excessive protein breakdown. Oddly enough this occurs at a comparable speed if one merely goes to bed without having an operation! The question arises: "Is bed a stressor?" I am interested in this because another young man in my Department is studying the application of the general adaptation syndrome of Hans Selye to the phenomena observed after surgical procedures and seeks to relate the retention of sodium and other observable changes to increased cortical activity in response to surgery. If this relationship can be established and if it can be shown that in hibernation the stress response is minimal, we may have taken quite a step forward towards explaining the mechanism of a whole series of events intimately related to the response of the body not only to trauma but also to rest and activity.
To summarize: For the surgeon, rest must be subdivided into local and general. Whatever rray be the need for the local variety, general rest is fraught with dangers for both the surgeon and his patient and no longer has the sanction of universal custom. The early restoration of normal general activity is an aim in itself and, by and large, an important aid to convalescence. My approach to this subject is conditioned by some ten years' experience of working in Medical Rehabilitation Centres. At these Centres an endeavour has been made to produce a balanced programme of exercise and relaxation; an appreciation of the total situation governs the regime.
The majority of this experience has been gained in the Royal Air Force Medical Rehabilitation Units, and if I may, within the precincts of this learned Society, lapse into Air Force slang, this propaganda rhyme, freely exhibited in all Royal Air Force Centres would appear to be apt-"Intermittent Rest and Work makes a strong and healthy Erk"-the last strange word being Royal Air Force Slang for "Aircraftsman".
Our endeavours in these Centres, and in the Centre at which I am working at the moment, have been to overcome the apathy and ennui of the sick and injured man. In the past, when medicine had few specific treatments, rest was the sovereign remedy, and even now we are greatly influenced both by John Hilton's "Rest and Pain" and through Hugh Owen Thomas' teachings. In these days of chemotherapy, we do not need excessive rest to overcome infections. Many of the problems seen in a Rehabilitation Centre are caused by over-indulgence in rest. I shall take the problem of the treatment of anterior poliomyelitis as an example of what I mean by "good timing" and a balanced programme. Seddon has stated that the treatment of poliomyelitis can be described by the activities of three types of therapeutists:
(1) The Fixers, i.e. those who indulge in excessive static splints, and in the words of Ritchie Russell, "believe that paretic muscles should be rested in a relaxed posture throughout most of the day, and that in severe cases, the gradual return of freedom of movement should be spread over a period of eighteen months."
(2) The Floggers, i.e. those who believe that cases of poliomyelitis should be exercised to the point of fatigue.
(3) Those who indulge in Festina Lente-he himself subscribes to this "Make haste slowly approach." In my opinion, poliomyelitis cases, three months after the onset of infection, can be exercised to a very much greater extent than modern teaching suggests.
Seddon is also of the opinion that there is no great recovery of function after six months. However, it is my contention that functional recovery in a determined patient can be greatly improved by an zctive regime in a Rehabilitation Centre.
I have had cases at Garston Manor Rehabilitation Centre who have been unable to manage our stairs. We have purposely made no provision for a lift. These stairs have been climbed within three weeks of coming to the Centre. One case, on admittance, climbed these stairs in one hour, and left three months later, climbing these same stairs in six minutes. This improvement in function occurred three years after the onset of poliomyelitis. Is this recovery of function due to regular exercises causing hypertrophy of the remaining muscle fibres in the paretic muscles?
In our experience the more determined the patient is, the better the results, and the balanced regime should be put into practice three months after the onset of the infection. Perhaps our experience with the relatively minor disability of the internal derangement of the knee-joint might illustrate the importance of active exercises following the operation for meniscectomy.
Before the war, and even now, we find many patients not working for some twelve weeks after operation. During the war, in the Royal Air Force Centres, our best results were the return to duty in six to eight weeks, provided the patient was sent to the Centre fourteen days after operation. In my present Centre the average time of 77 cases of meniscectomy is twenty-eight days for return to full work. This includes cases which went back to work as agricultural labourers. These cases came from a hospital which sent their patients three to five days after operation, before their sutures were removed.
The simple operation of herniotomy, also illustrates this point. It is not so very long ago that these cases were kept in bed for three weeks. My last 23 cases have been sent to the Centre seven days after operation, and have returned to full work in twenty-one days after operation. These results have been obtained by a balanced regime of muscle development and relaxation, and the careful appreciation of timing, resisted exercises and avoidance of fatigue.
Failure to start the patient early on often results in stagnation and prolongation of convalescence. The modern concept of a dynamic approach to convalescence has made enormous strides in the reduction of the duration of a disability, though the average convalescent home still has little appreciation of the importance of a balance between relaxation and exercise.
Progressive relaxation.-The importance of the quiet hour and the hygiene of the quiet miild. Ihe problem of rehabilitation is the treatment of people. Patients should be studied as a whole, and their many personal problems and motivations resolved.
We try to make the patient perform the appropriate movement in a different way all day-his movements being balanced by the spacing of periods of relaxation.
In our Centre patients work in half-hourly periods from 9-12 noon and 2-5 p.m. with a half-hour break mid-morning and mid-afternoon, these break periods being eased by the provision of light refreshments. The half-hourly periods are made up of twenty minutes exercise and ten minutes relaxation.
The direct attack, using traditional physiotherapy and remedial exercises, is balanced by the indirect approach of remedial games, and what we prefer to term work-therapy.
The centre is divorced from the hospital atmosphere of disability. Ability is stressed, and endeavour fostered. It is sometimes difficult to maintain this hopeful attitude in a hospital, where inevitably patients sometimes die, and sometimes get worse. It is interesting to note that Hippocrates stressed the triad of therapy: (I) The gymnasium. (2) Hydrotherapy. (3) A change of climate or environment.
It would seem that he appreciated the importance of exercise in the stage of recovery.
Asthma anid chronic bronchitis.-Patients are sent to the Centre when the acute infection has been controlled by specific treatment. A programme of relaxation, breathing exercises and gradual activity is initiated. An endeavour is made to control the "panic reactions" of these patients, by teaching them to relax, firstly lying down, and then progressively, sitting, standing, walking and eventually running. We believe that the approach to this problem will be more rewarding than the policy of "Rest and yet more Rest".
Rheumatoid arthritis.-Apposition of the thumb and first digit is essential for all aspects of daily living. How often have we seen that this movement is the only efficient movement left in a case of rheumatoid arthritis. I believe, if we could produce painless movement, then the end-result would be greatly improved function. The rehabilitation of cases of rheumatoid arthritis that have had surgical interference is a great problem. The joints cannot be moved because of pain, and cases of capsulectomy sometimes end in bony ankylosis of the joint. With regard to osteoarthritis of the hip, may I quote "Osteoarthritis of the hip: a study of the nature and evolution of the disease" by Harrison, Schajowicz and Trueta (J. Bone Jt. Surg., 35, B4, 624) "Osteoarthritis, as seen in the hip, is a disease which eventually embraces all the tissues of the joint but begins as a reaction of the juxta-chondral blood vessels to a degeneration of the articular cartilage; this reaction results in a hyperemia of the bone. To our surprise we found that daily use preserves rather than 'wears out' articular cartilage; indeed, inadequate use is the commonest cause of cartilage degeneration and ensuing vascular invasion." SUMMARY With the advent of specific treatment for infection, recovery can be accelerated. The willingness and ability of a man to do his job can be increased by a balanced regime of rest and work, carried out in a Hospital or an organized Centre. It is this balance, designed for each individual patient which is so important in the stage of recovery.
Excessive activity of mind or body produces fatigue which militates against the production of full and efficient function in the minimum time.
Patients should be treated as people.
Traditional physiotherapy should be used as an aid and not become a "mental splint". Muscle tone and bulk can be increased by stimulating normal communications between brain and limb, therefore active movements made directly and indirectly will produce efficient function. The more determined the patient the better the result. CONCLUSION A plea is made for the maintenance of the principle of therapeutic persistence in the production of a balanced regime of rest and activity. Physically and psychologically the patient will improve only when the ratio of rest and exercise is altered at the appropriate time. The country cannot afford numerous patients in hospitals for indefinite periods.
